Motor neuron disease encompasses a group of progressive neurologic disorders that destroy cells responsible for the control of essential muscles. The disorders are characterized by progressive weakness, muscle atrophy and fasciculation, spasticity, dysarthria, dysphagia, and respiratory compromise. A 66-year-old male presented to the emergency department with progressive dyspnea and, ultimately, respiratory failure. In spite of extensive cardiopulmonary evaluation, a cause could not be identifi ed except aging. After complete history taking, physical and neurologic examination, motor neuron disease was suspected at last. Thus, elderly patients with dyspnea in the emergency department could have hidden diseases beyond the normal aging process.
muscle wasting and weakness. 1) Although symptoms may originate in one region, they will typically spread to involve other areas. Aft er several years, most patients require help with activities of daily living. Weakness of respiratory muscles is common and is the presenting symptom in rare cases in ALS. Early in ALS, individuals complain of dyspnea with exertion and frequently sigh at rest. With disease progression, dyspnea at rest, inability to sleep in a supine position, sleep apnea, and morning headaches are present. 1) In the elderly, other more common diagnoses associated with the aging process, such as heart failure, aspiration pneumonia, and dementia, can delay the diagnosis of MND.
We present a case report involving a farmer who visited the emergency department due to dyspnea.
CASE REPORT
A previously healthy, 66-year-old male patient presented to the emergency department (ED) for evaluation of progressive dyspnea, which had begun 3 months prior to presentation. The lungs were clear to auscultation without wheezes, rales, or rhonchi. Th ere was no abnormal heart sound or pitt ing edema at the ankles. Th e abdomen was fl at and had normal bowel sound.
Th e initial laboratory evaluation showed an arterial blood gas of pH 7.347, PCO 2 66.6 mm Hg, PO 2 63.3 mm Hg, and HCO Approximately 5% of cases with MND present with respiratory weakness without significant limb or bulbar symptoms. 4, 5) These patients present with symptoms of type 2 respiratory failure or nocturnal hypoventilation with dyspnea, orthopnea, disturbed sleep, morning headaches, and excessive day time somnolence. 6) Yagyu et al. 7) and Czaplinski et al. 8) reported patients who had the motor neuron disease with respiratory failure as a primary manifestation, and visited ED. Similarly, our patient visited ED with respiratory failure as a presenting symptom, however motor weakness was developed before the respiratory symptom that was neglected and considered a part of the aging process by his family. Th e physicians in ED regarded the dyspnea as a manifestation of pneumonia, and the pathologic motor weakness as a general weakness from infection at fi rst.
In conclusion, primary care physicians are often quick to conclude that motor power has weakened due to aging, only after usual history taking without cautious physical and neurologic examination. However, physicians who encounter patients with dyspnea in ED have to rule out pulmonary and cardiac dysfunction above all. If the clinical feature could not be explained, a diff erential diagnosis should be maintained, including neurologic disorders, which can frequently be overlooked in the elderly.
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